Introduction
Overweight and obesity are rapidly increasing among children and adults. In 1998, the World Health Organisation recognized obesity as a major worldwide public health epidemic [1] . In the World Health conference at Geneva called for specific action to halt this epidemic [2] . Overweight and obesity can lead to a wide array of health and social consequences. Childhood overweight appears to be associated with cardiovascular risk factors such a high blood pressure; hyperlipidemia, elevated insulin levels [3] and non-insulin-dependent diabetes mellitus (type 2 diabetes). Other comorbidities include asthma and orthopedic problems as well as a varity of more rare disorders [3, 4] . Ultimately overweight in childhood is associated with premature mortality especially if combined with intrauterine growth retardation (small for gestacional age SGA). The psychological well-being and the quality of life can also be affected [3, 5, 6] . Furthermore overweight and obesity in childhood, particularly in adolescence tends to persist into adulthood. The risk of adult overweight is about twofold increased for individuals who were overweight as children compared with individuals who were not overweight [7, 8] . Adulthood overweight are at increased risk of dyslipidaemia, hypertension and type 2 diabetes even if the extra weight was lost during adulthood [6] . Psychological consequences include social and psychological stress, with increased risk of negative self-esteem, social isolation and negative influence on the career and family incomes [7] . There are wide geographical variations of overweight. Comparing reported prevalences of childhood overweight in Europe, Lobstein et al. [9] point out that children residing in central and Eastern Europe have a lower level of overweight than children from other parts of Europe, especially from Southern Europe. Average prevalences in Eastern Europe range from 10% to 18% among children aged 7 to 11 years, whereas values around 20% to 35 % have been reported from countries like Greece and Spain [9, 10] . It is suggested that the low obesity prevalence in Eastern Europe is a consequence of the huge economic burden and the associated poverty following the political transition in the 1990s.
A new reality, a new global illness: Obesity in children
Studies in industrialized countries show that children from families with lower socioeconomic status particularly suffer from excess weight [11, 12] . In less industrialized societies excess weight is found predominantly among children from families with higher socioeconomic status [9] . The process of migration, with its economic, social and environmental consequences may also affect health and body weight among migrants. Several US studies show differences in body mass index (BMI) among ethnic minorities [13, 14] but empirical data on BMI in children among different ethnic groups in Europe are scarce. In Europe children from nonEurope ethnic groups nowadays make up a large percentage of children overall, more in countries such us Spain, Italy…. In some cities up to 50% of all children entering school may be first, second or third generation migrants [15] . There are several studies or health reports on overweight and obesity among migrant children at school entry [16] [17] [18] [19] . Migrant children w e r e c o n s i s t e n t l y f o u n d t o b e m o r e f r e q uently overweight. Obesity was noted as a particular problem among children of Turkish origin [20] . However, since the assessment of migration status is not uniform, comparisons between studies are difficult. In addition, family socioeconomic status and duration of migration are not routinely evaluated. It will be important investigated the prevalence of overweight and obesity among migrant and not migrant children at school entry and to assess the influence of duration of migration and socioeconomic status on overweight and obesity in childhood. We can found in papers same examples about this fact: among boys in Bavaria, Kalies [21] found that the frequency of overweight and obesity in non-German compared to German children was 1.9 times higher for overweight and 2.4 times higher for obesity. Results of one study that our city demonstrated in our city in Spain the obesity was more important and prevalence in children from Latino-America and East-Europe than not migrant [22] . We conclude that immigrant's children have a higher rate of obesity; their obesity was more severe, leave to assists to the consult with more frequency and get poor results losing BMI than Spanish children. Difficulties with language, different culture and the lack of perception of illness in the problem of obesity make this collective more vulnerable for obesity. But the choice of reference and the definition of migrant status (see below) may also contribute to the slightly different results. In Europe, only a few studies on Body Mass Index (BMI) examined the potential impact of ethnicity or migration status on overweight and obesity. In a UK survey [23] showed that Indian and Pakistani boys had a higher prevalence of overweight compared with boys in the general. UK population while Bangladeshi and Chinese boys had a lower overweight prevalence. Among girls, Afro-Caribbean and Pakistani girls more frequently were overweight while Indian and Chinese girls had a lower overweight prevalence compared to girls from the general population. In our study the obesity was more prevalence in children from Latino-america and EastEurope than not migrant [22] . In France, the children of Maghrebian immigrants were more obese than French children in cross-sectional surveys conducted in the 1970ies and the 1990ies [30] . The overall prevalence of obesity increased from 8% to 13% over this period. Data from health surveys in 1992/93 and 1993/94 among children in the Netherlands showed that the average body mass index was higher among Turkish and Moroccan children than among Dutch children [24] .
Geographical differences in overweight in Europe were demonstrated by Lobstein et al. [9] . Children from countries in Central and East Europe generally showed a low prevalence of overweight. On the other hand, a higher prevalence of overweight was found in children in Southern European countries. Recent data from Edirne in Turkey demonstrate comparatively low prevalences of overweight and obesity among adolescents [25, 26] .
Other considerations
The international variability of definitions concerning paediatric overweight and obesity implies methodological difficulties when comparing prevalences internationally. In adults, the BMI cut-points of 25 and 30 are widely used to define overweight and obesity. Unlike in adults, BMI in children varies substantially by age and gender during childhood and adolescence. Unfortunately no commonly accepted standard has yet emerged. Different reference systems have been proposed, so it is very difficult compare different studies of obesity in children. It appears disputable whether the use of national reference data is preferable when assessing overweight and obesity among migrant children. The comparison to reference curves from the country of origin would disregard the environmental changes associated with migration in many instances. An international standard appeared the most suitable option in this situation (migrant children).
Additional indexes of social class, social capital, or social context are rarely obtained in research surveys on diets and health. Undoubtedly, the arbitrary choice of cut-points and other problems associated with BMI-based classification systems in childhood will require further debate [27] [28] . An association of overweight among migrant children with a long duration stay in Europe has not been reported previously. Social and political circumstances as potential explanation needs to be considered. The possible impact of such changes, however in opposite direction, can be more clearly seen in data from Russia. The prevalence of overweight in Russia decreased from 26.4% in 1992 to 10.2% in 1998 in 6-9 y-old children [35] and the prevalence of underweight in children rose during same time [9] . Economical recession during this time plausible explanation of this finding. In Poland, Koziel al. found a slightly decreasing trend in overweight between 1987 and 1997 in 14y-old boys [27] . In general, studies on socioeconomic status and overweight suggest that overweight is more prevalent among children of low income families in developed countries. In contrast, the vast majority of studies in developing countries show a positive relationship between socioeconomic status and obesity among children [9, 28] . In other fact, Race/ethnicity may have underlying genetic components; however, selfidentified race/ethnicity is complicated by genetic admixture [29] . Whether genetic differences across populations are associated with obesity development also remains unclear. A "thrifty genotype" may confer an advantage in an energy-poor environment, which would become disadvantageous in an energy-dense environment because it would predispose to increased accumulation of adipose tissue. The genes or gene variants that would support this hypothesis have not been identified. One possible contributor to racial/ethnic disparities in the metabolic comorbidities of obesity may be related to different patterns of fat distribution. African American adults and children have less visceral and hepatic fat than white and Hispanic individuals (22, 28) . Another possibility is that there are fundamental metabolic differences by race or ethnicity. Racial and ethnic differences in resting metabolic rate have been found (28) but may partly be due to differences in fat-free mass or organ mass and have not been shown to account for weight gain over time within populations (28) Some differences in insulin secretion and response among racial/ethnic groups have been found. African American and Hispanic children have lower insulin sensitivity than white children. African Americans have higher circulating insulin levels than whites, due to not only a more robust β-cell response to glucose but also decreased clearance of insulin in the liver. Hispanics also have lower insulin sensitivity than whites, after controlling for BMI and body composition, and have higher insulin levels in compensation for their relative insulin resistance (29) . There are differences in lipids and lipoproteins related to race/ethnicity (30) . African Americans have lower rates of basal lipolysis than whites (30) . This could be a metabolic risk factor for both the development of obesity and the risk of obesity-related comorbidities. African Americans also have lower levels of adiponectin than white subjects during childhood and adolescence, which may help explain their increased risk of diabetes and cardiovascular disease despite having less visceral adiposity (30) . In summary, there is circumstantial evidence for biological differences in obesity development and the occurrence of comorbidities by race/ethnicity; however, the relationships are far from definitive (22).
A new social reality, new challenges
The prevalence of obesity among immigrants depending on education level and the origin of their countries. While immigrants with Hispanic ethnicity appear to exhibit increase in obesity as their stay in the Europe (12-16) becomes longer, Asian and white immigrants do not experience any statistically significant increase. Another point that is important is the more time has passed since the time of arrival in the new host country, the incidence of obesity is higher (18) (19) (20) (21) (22) Same keys of this fact could be, Counseling on diet and physical activity in the early phase of their arrival may therefore help arrest the growing prevalence of obesity among immigrants. Such counseling is likely to be more effective if directed at low-educated immigrants and on those who arrived at a relatively young age since these two groups are most likely to experience increases in obesity after arrival in Europe. From another point of view, immigrants from low socioeconomic backgrounds are less likely to have access to quality healthcare (22) . They also have limited or no counseling for diet and physical exercise. This research therefore suggests that resources for counseling on diet and physical exercise should be committed to help the most vulnerable populations, e.g. the low educated, those who immigrate when young and among ethnic groups, resources should be channeled toward providing counseling to Latino immigrants (26) (27) (28) (29) (30) . A key of Europe healthy will be control the BMI of our children, in special the immigrant children. The number of born of immigrant's families and the rate of immigrant in same countries of Europe will be a great role influence in our more nearest future.
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Summary
The increase of population in Europe in recent years at the expense of increased immigration is a fact. These new populations tend to maintain their eating habits but ill adapted to the new reality in which they live: easy and cheap access to food, many high-calorie, reduced physical activity, increased sedentary ...... is called the "syndrome of the new rich." There is also a human feeling to give the children what the parents have lacked, which often leads to overeating phenomenon of immigrant child population.
On the other hand is the fact of the possibility that part of the immigrant population has a higher rate of "energy-saving genes," a fact that has led to a survival advantage in their countries of origin but a clear disadvantage in the "rich Europe". These fact combined with a possible increased susceptibility to the development of metabolic disease is causing an increase in the prevalence of obesity and obesity-related diseases in child and adolescent population of immigrants. This is a major challenge for the future of European health systems. Coping with new social, economic and adjusting the existing health resources against a disease increasingly pressing, which, to do nothing, will lead to an unprecedented increase in health spending due to metabolic and cardiovascular diseases. Of the health conscious this problem depends on the current reality obese children, does not become a majority of young adults sick.
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